Background: Workplace safety has been a concern of workers and managers for decades.
Introduction
T he theory of safety climate was originated in 1980, when Zohar was studying industrial organization. He defines safety climate as "employees' perceptions about the relative importance of safe conduct in their occupational behavior." 1 The theory of positive safety climatesafe behavior-accidents prevention path was studied several times. [2] [3] [4] [5] [6] Stability of safety climate dimensions across organizations is in doubt. 7 The questionnaire is the most commonly used tool for measuring safety climate. Several safety climate questionnaires have so far been developed. However, their usefulness depends on their psychometric quality and reproducibility. 6 Measuring safety climate between an aviation industry and a health care providers (HCPs) using similar questions, has reported little similarity between their extracted dimensions. 8 Flin, et al, in their review noted that management/supervisors, safety systems, risk perception, job demands, reporting/speaking up, safety attitudes/behaviors, communication/ feedback, teamwork, personal resources and organizational factors as safety climate features in health care. However, a r t i c l e they concluded that the developed instruments for measuring health care's safety climate need more consideration in terms of their psychometrics properties. 9 On the other hand, in health care organizations, researchers have concentrated much more on patient safety climate than personnel safety climate. [10] [11] [12] [13] [14] There are limited studies that have addressed safety climate among HCPs, [15] [16] [17] probably, because of powerful laws that support patient rights and surveillance of this issue. Dimensions of safety climate in health care organizations are not the same. 9 Researchers concluded that safety climate is affected by work area as well as disciplines. Multicultural nurses in Saudi Arabia revealed that safety climate was significantly affected by national background. 14 HCPs are busy people so it is not practical to use time-consuming methods such as interview or focus group discussion to investigate safety climate among them. 17 We therefore tried to develop and validate a new native scale for exploration the safety climate dimensions for Iranian nurses-a subgroup of HCPs.
Materials and Methods

Sampling
Nurses with more than one-year work ex-perience in Alborz province hospitals, were considered the study population. Nurses from surgery, pediatric, dialysis unit, intensive care units, and neurology wards as well as the emergency department participated in this study voluntarily. All participants were briefed on the study. They had two weeks times to respond.
Content validity
The initial items of safety climate scale (71 items) were developed based on literature review of existing safety climate tools. [18] [19] [20] Each distinct safety climate dimension adopted from literature, had at least three items in the initial questionnaire to provide requirements of scale's construct validity test. 21 The questionnaire was sent to 10 members' panel of experts via e-mail or delivered by paper. They were asked to rate each item in terms of relevance, clarity, and simplicity criteria using a 4-point scale (for example about relevancy of item: "Not relevant"=1, "Needs some revision"=2, "Relevant but needs minor revision"=3, "Very relevant"=4). In addition, they were sought to evaluate the overall comprehensiveness of the entire measure by either adding new items or deleting the existing ones. Experts' responses were entered to a spreadsheet and content validity index (CVI) of each item was calculated as the count of experts who rated the item 3 or 4 divided by the total number of experts. Those items with relevancy's CVI <0.75 were omitted. 22 The remaining items that obtained CVI <0.75 in terms of clarity and simplicity were revised based on experts' judgment for wording, clearness, and simplicity. In the next step, questionnaires were presented to 13 nurses with more than one-year experience in their profession to involve target population in content validity process. Same as experts, after determining CVI for each item, deletion or modification were done. 22, 23 
TAKE-HOME MESSAGE
• The stability of safety climate dimensions across organizations is in doubt.
• In health care organizations, researchers have concentrated much more on patient safety climate than personnel safety climate.
• The employees' involvement in safety and management support was a main factor of safety climate (explaining 18% of the variance) with more loadings for employees' involvement items.
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Reliability Assessment
The reliability of the measure was assessed by test-retest analysis. For this purpose, anonymous questionnaires were distributed twice among 30 nurses within two weeks interval. Total internal consistency of the scale was checked based on Cronbach's α coefficient.
Factor Analysis
The questionnaires were delivered to nurses anonymously in the hospitals to finalize the items and to ensure construct validity. For each item, 10 subjects appointed as sample size for exploratory factor analysis (EFA) according to new scale developing studies. 24, 25 To be more conservative, the questionnaire was delivered to 900 participants. Items were worded in both positive and negative types. A 5-point Likert scale was used to respond to items. The scale ranged from "Strongly disagree" (=1) to "Strongly agree" (=5) for positive items; negative items were ranked inversely. The questionnaire was included 13 negatively worded items. It is believed that using combination of positive and negative items, reduce bias in response style 26 . Data were analyzed by SPSS ® for Windows ® ver 19. Adequacy of the sample size for factor analysis was tested by Kaiser-Meyer-Olkin (KMO) test. 27 Inter-item correlation were tested and the questionnaire items with correlation coefficient of <0.3 as well as items with communality of <0.5 were deleted. 24 Principal components analysis (PCA) with unrotated solution was used to identify the associated dimensions. According to the sample size, loading factors ≥0.3 were subjected for factor analysis. 25 Iterative process was used to remove items with same loading on more than one factor. EFA with varimax rotation were used to improve interpretation of latent factors with loading factors ≥0.45. Factor loading of ±0.4 indicates the item is more important and ±0.5 means the item is sig-nificant. 28 After extraction of factors with loading factor ≥0.45, items with crossloading were dropped (two items) and analysis was performed for the remaining items. Interpretation and labeling of dimensions were done based on items with same loading on a factor and items theme. Internal consistency between items of each factor was tested based on Cronbach's α coefficient.
Result
The mean age of participants was 33.3 (SD 6.2) years. Majority of the participants were female (87.2%). The mean work experience of nurses was 7.5 (SD 5.1) years. Response rate was 62%-153 out of 560 returned questionnaires were dropped from data because of protest responses that showed systematic response patterns or more missing items and also other education. For factor analysis, 407 retained subjects who provided a missing response to any items, were excluded by listwise deletion. 18 Chronbach's α coefficient was 0.91 for the total items of the scale that reflected suitable internal consistency of the scale. Pearson correlation coefficient was 0.765 for test -retest reflecting appropriate stability of the developed scale over time. 24 The KMO index was 0.91 that indicated the sample size was adequate. Principal components analysis (PCA) was resulted in 12 factors with eigenvalues >1 that could explain 67% of the observed variance. Some factors had no items or low items loading and did not meet the required criteria to remain as a factor. [29] [30] [31] Therefore, factor analysis was conducted in the iterative process for different number of factors. 5, 6 The best solution of factor analysis with varimax rotation resulted in a 40-item scale with six dimensions. These dimensions were able to explain 55% of the variance. Each factor was labeled in accordance to the set of con- Table 1 . The extracted factors, Chronbach's α coefficient for items of each factor and the portion of the variance explained by the items are presented in Table 2 .
Discussion
The objective of this study was to develop a new native scale for measuring nurses' safety climate. The factor analysis resulted in six dimensions for the new scale. The items' internal consistency for dimensions ranged from 0.70 to 0.93, which on account of the values reported in similar studies (0.71-0.84 15 and 0.62-0.93 9 ) are a common range for safety climate studies in health care sector. Chronbach's α coefficient was high for the first factors consisting of 16 items; that would be attributed to the large number of included items in this factor. 31 The explored dimensions explained 55% of the variance. The value is relatively less than that reported by similar study (64.9%) which was conducted in China. 17 We found the employees' involvement in safety and management support was a main factor of safety climate (explaining 18% of the variance) with more loadings for employees' involvement items. However, review of the implemented studies in both industry and health care settings identified the management commitment as the most important factor in health care organizations. Job demands include items relevant to the adequacy of workforce to manage workload in a timely manner. 33 Gaba, et al, emphasized the role of management as an impressive key factor on staff's safety climate perceptions. 8 Our findings also emphasized on employee's involvement as well as management role in safety climate perception as an important factor. Most of the explored factors in the present study were similar to the initially used scales for item generation including the management support, absence of environmental hindrances, cleanness of worksite, communication, training and availability of protective equipment. 15 The aforementioned extracted factors were confirmed in another study, which 
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Continued used the similar scale with minor modifications. 34 A study on safety climate in a Chinese health care practice identified the same four factors for safety climate. The extracted factors, however, were labeled with different names, such as "employees interaction," "housekeeping," "employee personal perception," and "time pressure." 17 Hahn, et al, attempted to develop a general short scale for safety climate. Management commitment, feedback of safety performance, worker involvement and norms of safety behavior were elicited for safety climate. 16 Safety climate studies in industries also reported some factors in common with the explored factors in the current study. Management commitment, workers participation and involvement in safety related decision making activities, 35 safety training, accessibility to safety resources, performance feedback, 36 communication and support, adequacy of procedures, work pressure, personal protective equipment (PPE), and safety rules 37 were listed as safety climate factors. The hypothesized management support and employees' involvement items were merged into one factor after factor analysis. Similar hypothesized factors merging has happened in another study too. 37 The same situation happened for PPE and compliance safety rules, safety communication and job pressure. These findings implied that the studied nurses considered those hypothesized factors as the same construct. In fact, employees' involvement in safety without management support or establishing safety rules without accessibility to safety equipment does not make sense.
In order to minimize bias due to stereotype response patterns, the initial questionnaire was included both negative and positive worded items. The final scale comprised of six negatively worded items including questions 17, 27, 36, 37, 39 and 40, which were ranked inversely. Most of the negatively worded items were included in factor 4. Some researchers believed that use of negatively worded items may introduce artifactual response factor. 26 The negatively worded items were then checked for response pattern 38 and the results did not show any unique response pattern ( Table 2 ).
More studies are required to determine if the developed scale is applicable to other cultures as well. Furthermore, the ability of the scale in identifying key constituent dimensions of the safety climate structures in other subgroups of HCPs such as physicians, operating room technicians, and a r t i c l e a r t i c l e nursing assistance is needed to be evaluated. Moreover, sensitivity of the scale to determine the effectiveness of implemented intervention measures (benchmarking) needs to be verified.
